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Preventing and effectively treating
Alzheimer’s disease and other dementias
are among the most important and
urgent challenges of the 21st century.
The search for a cure or an effective
treatment is essential, but it is not the
only approach to tackling this epidemic.
To make brain span equal to lifespan, we
must broaden our efforts to incorporate
prevention, behavioral health, and riskreduction strategies throughout an
individual’s lifetime by integrating a
focus on brain health into the culture
and healthcare system.
The good news is that rapidly advancing science
points to the ability to reduce dementia risk and
enhance cognitive function and health as we age.1
Researchers increasingly challenge the view that
dementia is an inevitable and unavoidable condition
of old age, over which we have no control and for
which we can do nothing. Rather, they point to
steps that individuals, communities, and healthcare
providers can take to prevent or reverse mild
cognitive impairment and improve cognitive function,
performance, and brain health in the population
overall, and throughout an individual’s lifespan.

Reducing the risk of dementia has the potential
to reduce financial pressure on the healthcare
system, mitigate the burden on public programs
such as Medicare and Medicaid, and moderate the
pain and burden on families living with symptoms
that often last more than a decade.2 A focus on risk
reduction also could improve quality of life
for individuals of all ages and ensure that older
adults thrive and remain independent into their
later years.
Getting to this will not be easy. In light of the
10,000 Americans turning 65 every day, there is a
lot to do, and time is short.3 Access to prevention,
treatment, and care for high-risk communities is
essential. We must raise public awareness of the
effective steps that can be taken now, reduce
the stigma associated with dementia, and tap
into the consumer power needed to change the
current medical system. We also must shift medical
practice norms, address healthcare payment
policy, fund behavioral and other research, and
leverage technology.
With input from advisers, the Brain Health
Partnership, an initiative convened by
UsAgainstAlzheimer’s, recommends immediate
action in three areas to accelerate an optimal
system of care for brain health.

1

Building a Better System
As researchers build the evidence base for effective
dementia risk reduction, and as biomarkers evolve,4,5
the health system must be able to respond to
existing and emerging information regarding brain
health. The system must develop the ability to
rapidly transfer real-time knowledge about improving
cognitive function and reducing the risk of dementia;
help consumers understand the importance of
brain health as part of their overall health; and aid
consumers in becoming proactive about optimizing
their cognition. This requires acknowledging a new
standard of healthcare.
In an optimal brain health system, healthcare
providers engage patients throughout their lives
to assess, monitor, and improve their brain health
and cognitive function and to provide collaborative,
integrated care and services for patients who
show signs of cognitive decline. In this system,
policymakers and payers support incentives to
detect and reduce the risk of cognitive decline,
detect the earliest signs of cognitive decline,
take steps to address and treat the causes of
decline, and if appropriate pursue a thoughtful,
timely, and compassionate path to diagnosis and
care management.
Such a system would improve brain health, increase
consumer ability to self-manage co-morbidities, and
potentially reduce dementia prevalence or delay
progression as the search continues for diseasemodifying treatments and a cure for Alzheimer’s and
related dementias.
What are the barriers to an optimal brain health system?

Misalignment of Financial Incentives
An urgent need exists for alignment of financial
incentives for reducing costs of dementia. Much of
the financial risk for poor brain health (e.g., increased
emergency department (ED) visits/hospitalizations,
catastrophic long-term care costs) rests with families,
Medicare, and state Medicaid programs. Individuals

can and should take steps on their own to build and
protect their brain health, yet healthcare providers
and insurers also have a critically important role.
Historically, the timing of potential health outcome
improvements and long-term care savings resulting
from today’s health prevention efforts occur so far in
the future that returns on prevention investment are
difficult to forecast.
Private insurers experience healthcare cost risk
on an annual enrollment basis. Therefore, it is
more difficult for them to experience returns from
dementia prevention initiatives that generate longterm health system savings.
A growing portion of Medicare and Medicaid
beneficiaries get coverage through private health
plans, in which they enroll annually. Public programs
are effectively shifting an increasing portion
of annual care cost risk and responsibility for
preventive coverage to private payers, and public
programs are retaining the lifetime cost risk for
dementia-related care.

Culture and Perceptions
While policymakers have taken modest steps to
increase incentives for dementia assessment and
care management among the older adult population,
a comprehensive national approach or planning
process is lacking. Current system characteristics
remain that create barriers even in the face of better
financial incentives and among all ages.
First, many physicians are reluctant to assess, detect,
or discuss a disease for which they believe there
is no solution. The misperception persists that no
treatment, cure, or medical intervention for cognitive
decline is available should doctors detect it. Second,
patient-provider conversations about brain health
are not a routine element of general healthcare
throughout the lifespan, even though we now know
that brain health frequently deteriorates owing to a
lifetime of insults to the brain, including accidents,
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violence, or social trauma. Third, while healthcare
providers may shift practice patterns in response to
individual patient questions and demands, patients
do not yet have the knowledge or awareness to ask
about brain health. Patients also worry about loss of
independence and the stigma of cognitive decline.
Another challenge is the prevailing misperception
that dementia is an unavoidable affliction of old
age, disconnected from people’s lifestyles or life
experiences and separate from the dysregulation
of other body-based biological systems such as
cardiovascular, hypertension, metabolic, lymphatic,
and more. Physicians often lack training or medical
guidelines to support a more effective standard of
care. As a result of the inattention to brain health,
patients and healthcare providers do not discuss brain
health until there is clear evidence of a problem.
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Breaking Down the Barriers to Better Care:
New Insights Challenge the Traditional
Characterization of Dementia
Key insights generated from recent literature on brain
health and interviews with a cross section of experts
tell a new story—one that must inform the creation of
a new ecosystem going forward:
1. Dementia is interconnected with other diseases.
There is growing acceptance that dementia is
a complex, multi-factorial condition involving
multiple disease processes.6,7,8 The Honolulu-Asia
Aging Study was among the first to show that
lifestyle factors could affect function in older age,
finding that combating dementia would “require
interventions that simultaneously target multiple
different disease processes” (e.g., diabetes,
hypertension) and that dementia could no longer
be understood as a “singular, discrete, present,
or absent condition.”9 One important example
of this interconnectedness is heart disease. The
American Heart Association and American Stroke
Association (AHA/ASA) have been leaders in
establishing the connection between vascular
risk factors’ impact on cognitive dysfunction
and in promoting brain health awareness and
strategies for optimal brain health.10 Further, this
vascular interconnectedness is one of the key
reasons why dementia proposes such a challenge
for communities of color. Latinos and African
Americans face greater risk for chronic disease
including heart disease and diabetes.11
2. Modifying certain lifestyle and other health
factors can reduce the risk of and/or delay
cognitive decline. Evidence is clear that lifestyle
and health factors affect cognitive function.
Results from the comprehensive FINGER study—
which took a multidomain approach to dementia
prevention including dietary guidance, physical
activity, cognitive training, social activities, and
monitoring and management of metabolic
vascular risk factors—indicate that lifestyle
modifications can improve or maintain cognitive

functioning in older adults.12 The general
consensus is that management of populationlevel risk factors (e.g., diet, exercise, smoking
education, social isolation) and individualized
health risk factors (e.g., hypertension, sleep,
stress, high cholesterol, diabetes, hearing loss,
and depression) are important in minimizing
risks of cognitive decline. The most recent
evidence of this comes from the recent SPRINT
MIND study, which found that people with
hypertension who received intensive treatment
to lower systolic blood pressure were less likely
to develop memory problems that often progress
to dementia than those who were receiving
standard blood pressure treatment.13
While public health organizations take a cautious
approach to communicating with the public
about prevention and risk reduction, the most
recent reports from the National Academies of
Sciences and the Lancet Commission support
educating the public and health providers about
the value of cognitive training, hypertension
management, diabetes management, physical
activity, and other behaviors.14
3. Dementia has a lifespan continuum, beginning
in early life. Leading advisory groups are aligned
in the position that promoting brain health earlier
in life can strengthen the brain’s resistance to
brain conditions later in life. The 2015 Institute of
Medicine report on cognitive aging recommends
that health and payer systems “develop evidencebased programs and materials on cognitive health
across the life span.”15 In its Presidential Advisory
on Brain Health, AHA/ASA states, “Maintenance
of brain health requires consideration of the life
continuum. . .To best prevent late-life disease,
interventions focused on modifiable risk factors
may ideally need to be applied in young
adulthood, possibly as far back as childhood.”16
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The Lancet Commission has also adopted a lifecourse approach to dementia and identifies
modifiable risk factors at different stages of life.17
The bottom line is that the evidence points to
an exciting opportunity for individuals to reduce
dementia risk by increasing attention to their brain
health throughout their lifetime.
Building the optimal system of care for brain health
in the United States and elsewhere requires both
bottom-up participation from patients and topdown strategies from policymakers, providers,
and payers. Changes in culture, consumer
awareness, access to care for high-risk communities,
technology, provider education and engagement,
and reimbursement will be key components of a
system that supports a comprehensive approach to
brain health across the lifespan.
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Prioritizing Immediate Opportunities to
Advance an Optimal System of Care
Accelerating a brain-friendly system of care requires
an overarching strategy that effectively overcomes
barriers and reorients the healthcare system. It must
apply pressure, leverage financial incentives, equip
providers with solutions and tools, and educate and
motivate consumers.

Within the larger strategy, the best action steps are
grounded in evidence, have scientific validation, and
have potential for rapid adoption and scale. The
Brain Health Partnership, with input from its advisers,
believes the following action steps have the highest
potential based on these criteria.

Action Area 1: Equip Healthcare Providers
with Solutions to Support Brain Health
Across the Lifespan
Research points to important opportunities for
providers to promote brain health throughout the
lifespan to reduce risk of dementia. These include
encouraging lifestyle changes (e.g., exercise,
diet, sleep, stress management, and smoking
cessation) and personalized disease management,
(e.g., diabetes, hypertension, depression).18 With
knowledge about the effects of a patient’s comorbidities and lifestyle, providers can make
treatment decisions that better protect brain health
(e.g., avoiding certain medications, adjusting
critical lifestyle factors, addressing hearing loss,
avoiding physical trauma, and social stressors).19,20
Opportunities occur throughout the lifespan, even in
early childhood, where research shows a link between
healthy development and the presence of dementia
risk factors later in life.21
When providers detect the earliest manifestations
of mild cognitive impairment or decline, they can
prioritize managing interconnected diseases and
direct patients to interventions that slow progression.
Depending on underlying disease, physicians can
potentially help patients reverse mild cognitive
impairment, or prevent or delay progression to
dementia.22 Current assessment tools are not used
widely or systematically, and current diagnostic tools

are expensive and have limited access. If physicians
make a brain health check-up more routine and
systematic, healthcare systems can more quickly
detect a change in cognitive status and introduce
lifestyle and other risk-reduction strategies. This is
important because research shows that indications
of treatable cognitive decline begin well before
the symptoms of full-blown dementia occur. The
pathology of dementia may begin as many as 20
years before dementia symptoms surface.
Despite the benefits of risk reduction and early
detection, healthcare providers remain reluctant to
evaluate brain health and assess cognitive function.
This is, in part, because many are unaware of the
opportunities to positively affect the course of
cognitive decline. They lack both efficient clinical
protocols and options for treatment. Unlike other
routine checks, such as heart health or early
detection tests for cancer (e.g., breast, prostate),
providers have yet to adopt regular brain health
check-ups and systems for patient education about
modifiable risk factors and interventions.
Because many providers lack understanding about
interventions to reduce risk or delay symptom onset,
they question the value of discussing brain health
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with patients. An AARP poll of 500 physicians in 2018
illustrates this lack of understanding: 49 percent of
respondents reported that dementia is a hopeless
diagnosis.23 In a recent survey of nurse practitioners
by UsAgainstAlzheimer’s, only 18 percent of
respondents reported talking about memory and
brain health with their patients. Half of Americans
who have been diagnosed with Alzheimer’s are never
told by physicians that they have the disease.24 This
is particularly a challenge for communities of color as
research suggests that Latinos and African Americans
with dementia are less likely than non-Hispanic
whites to have been diagnosed with the condition by
a provider.25,26 Providers worry about the challenge of
detecting a complex medical problem with serious
financial, social, and emotional consequences for
their patients that reach beyond what they think can
be solved.
Some organizations are working on provider
education and training materials, but the adoption
of the recommended practice is neither widespread
nor incentivized. For example, with funding from
the Centers for Disease Control and Prevention,
the American College of Preventive Medicine offers
an online brain health course module designed
to improve healthcare providers’ awareness and
ability to use blood-pressure control in middle-aged
adults to reduce risk of cognitive impairment in later
life.27 Pilot programs that enhance training around
assessment and diagnosis have been established,
including the Clinician Partners Program and the
Primary Care Collaborative Memory Clinics.28,29
This work is encouraging, but there is little sign
of adoption or incentives for adoption. Improving
all physician (e.g., primary care, OBGYN) and
nonphysician clinical resources and integration of
care is needed to better equip healthcare providers
with ways to support patients’ brain health before
symptoms occur. Among other strategies, we could
accelerate and incent current efforts, ensure that
education and training occur for the full lifespan,
and give providers solutions that increase their
confidence in supporting their patients’ brain
health—even in the face of a dementia diagnosis.
Further, we can support the growing number of new
consumer touch points for health and channels for
care, such as community-based retail clinics.

High Potential Action Steps.
1. Make an Annual Brain Health Check-Up
Standard Practice. Every American—not
just older Americans—should discuss brain
health with their healthcare provider. To
assist providers, baseline brain health
measures could be created to enable
measurement of cognition throughout the
lifespan, including in healthy people and
individuals without symptoms. Such brain
health measurement could also provide
opportunities to engage patients in
evidence-based, risk-reduction strategies for
late-life brain health. Brain centers across the
country are in fact leading efforts to develop
baseline measures for healthy individuals
and create infrastructure to monitor and
manage individuals’ brain health across
their lifespan. Many are in the early stages
of implementing annual “healthy brain
checks” into programs. An annual brain
check could also be included in primary
care periodic visits using efficient screening
measures, similar to the current practice
of using brief depression checklists. The
Center for Medicare and Medicaid Services
(CMS) should at minimum require the use
of validated cognitive impairment detection
tools identified by the National Institutes
of Health. Other neurology and psychiatric
assessments could be standardized to
minimize duplicative efforts and harmonize
efforts to promote wellness, including in
diverse specialty care settings. These checks
could be tailored to reflect differential needs
and risks of women and minorities.
2. Help Providers Promote Healthy Brains
for Patients of All Ages. While efforts are
underway to enhance provider guidance
on cognitive decline and dementia, the
existing resources primarily focus on patients
already exhibiting symptoms of cognitive
decline.30 This is not enough. We need
solutions and tools to support provider-
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patient brain health conversations with
healthy individuals before symptoms occur.
Provider solutions for talking about brain
health throughout the lifespan need to be
created. We need to connect conversational
tools across multiple dimensions of brain
health and for all ages. In effect, a one-stop
shop for provider-patient conversations
about brain health needs to be created and
promoted. This could include technology
solutions for providers to engage patients
of all ages in their brain health, especially
women and communities of color who are
at increased risk.31,32 This work also could
disseminate tools and solutions through
broad collaborations aimed at addressing
health risks and lifestyle factors that cross-cut
multiple conditions. To increase dissemination
of existing provider resources, at a minimum
Congress should fund state and local health
departments as outlined in the Building Our
Largest Dementia (BOLD) Infrastructure for
Alzheimer’s Act (P.L. 115-406).
3. Connect Physicians with Regional and
Local Resources. For physicians to feel
comfortable embracing brain health checkups and screening to detect early cognitive
decline, they need resources and solutions to
offer patients. These include evidence-based
opportunities to slow disease progression
and avoid exacerbations, as well as resources
to plan for future care needs. There are
several initiatives to develop better local
resources for individuals with dementia and
their families. These include community-level
public health centers of excellence authorized
by the BOLD Act and community networks
such as the Alzheimer’s and Dementia
Disparities Engagement Network (ADDEN).
Efficacy depends on making physicians aware
of the resources, making them easy to access,
and integrating their services with medical
care in the community.
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Action Area 2: Create Consumer Demand
for Lifelong Brain Health Care
As the primary stakeholders in the healthcare system,
consumers have an important role in demanding
change in the care delivery landscape. Ample
precedent has been set—in hospice, HIV, and
mental health, for example—showing that consumer
movements can lead to an overhaul in approach.
When consumers claim ownership of a health issue,
they become a critical element in changing the
healthcare system.
Unfortunately, most people are unaware they can take
steps to protect brain health and prevent cognitive
decline.33 A 2018 Healthy Women survey showed that
89 percent of more than 1,500 women surveyed believe
that taking care of their brain health is important yet are
unsure of the actions to take.34
In response, leading U.S. government advisory
groups have recommended public education on
brain health. The National Academies of Sciences
endorses educating the public about the benefits
of “cognitive training, blood pressure management
for people with hypertension, and increased
physical activity to delay or slow age-related
cognitive decline.” 35 The Institute of Medicine
(IOM) recommends that “individuals of all ages and
their families should take actions to maintain and
sustain their cognitive health [and] regularly discuss
and review health conditions and medications that
might influence cognitive health with a healthcare
professional.” 36
Many public health and advocacy organizations
have developed research-based, consumer-focused
educational information on brain health, cognitive

*

decline, and the ability to impact risk factors of
dementia.* For example, the Cleveland Clinic has
created a consumer resource, 6 Pillars of Brain
Health, which recommends controlling medical risks
associated with dementia: hypertension, diabetes,
obesity, depression, and higher cholesterol.37
Research conducted by UsAgainstAlzheimer’s found
that the primary healthcare decision makers—
women—see brain health as a top health issue but
lack the information to take action. More than half (55
percent) of women see brain health as a top health
concern—one of the highest levels for any issue—but
just 35 percent are currently taking action. Many do
not know how to begin: 45 percent say maintaining a
healthy brain sounds important but do not know what
that means.
Leveraging and supporting better dissemination of
the important educational work done to date will
facilitate full realization of the goals of consumer
engagement and activate the power of consumer
demand. We need to persuade consumers to take
responsibility for their brain health and proactively
seek cognitive assessment and screening when
there is a concern. In addition, consumers should
demand better preventive, lifetime brain health care
from healthcare providers and payers—to insist on
brain health check-ups throughout life. To shift the
culture of medical practice and elevate brain health
within the healthcare system, public education efforts
must reach the public and encourage consumers
to proactively ask healthcare providers about brain
health and to demand preventive care to reduce the
risk of cognitive decline.

See Appendix for list of ongoing public education efforts.
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High Potential Action Steps
1. Expand Brain Health Education to Increase
Patient Demand for Healthy Brain Care.
Existing brain health campaigns should
consider incorporating measurable strategies
to encourage consumers to discuss brain
health with their healthcare providers,
even when they may be non-symptomatic.
Additionally, given the close connection
between dementia and other diseases,
coordinating with other disease groups, such
as heart disease and diabetes, would be a
productive approach to help consumers (and
their providers) understand how preventive
strategies can address multiple risks at once.
The growing $4.2 trillion wellness economy
offers another channel to consumers,
reaching people where they live work and
travel.38 Information and outreach strategies
should be tailored for a racially and ethnically
diverse audience.

3. Develop Strategic Partnerships to Reach
Consumers. Many stakeholders can amplify,
elevate, and distribute consumer-facing
communication on brain health, along with
tools to support engagement with physicians
and other healthcare providers. These
include state Medicaid agencies, health
plans, employers, other disease groups,
online patient forums, retail healthcare
clinics and pharmacies, trusted communitybased organizations, the wellness industry,
and consumer brands. Non-traditional
partnerships for incorporating brain health
into other existing consumer wellness
campaigns hold great promise for broader
reach. Early results from the Brain Health
Partnership’s Be Brain Powerful™ Campaign
show that messages are resonating with
consumers, particularly women.

2. Leverage Technology Innovation
to Enhance and Expand Consumer
Engagement. Technology is narrowing the
gap in patient-provider dialogue, providing
accessible data and information that allow
for dialogues with doctors about diagnosis
and treatment options. For example, the
number of consumers tracking their health
data with wearable devices has more than
doubled since 2013.39 We need to explore
ways to leverage this trend to enhance and
support data collection and analysis from
healthy individuals, which will advance early
detection efforts and clinical trial recruitment.
With advances in consumer technologies
(e.g., wearable devices), we should consider
how to ensure that these platforms can share
information back with users to promote
ongoing engagement around brain health.40
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Action Area 3: Align Business Incentives for
Payers and Systems to Promote Brain Health
Financial incentives in the healthcare system have
been slow to reward preventive care. Further, they do
not adequately compensate for the time-intensive,
complex task of assessing cognitive function and
having difficult conversations with patients.41 An
evidenced-based medical care innovation takes
many years to integrate widely into clinical care, and
an accelerated approach is needed. Within the last
few years, the Centers for Medicare and Medicaid
Services (CMS) has included dementia measures in
its value-based payment program for providers and a
cognitive impairment section in the Annual Medicare
Wellness Visit, a yearly benefit to beneficiaries.
Beginning January 2020, CMS will include dementia
as a separate condition in its Medicare Advantage risk
adjustment methodology. These additions represent an
important opportunity and financial incentive for payers
to improve screening and assessment for cognitive
impairment. This new payment adjustment should
enhance efforts by Medicare Advantage organizations
to improve patient communications, care planning, and
coordination for people with dementia.
These policies do not go far enough to address
Medicare and Medicaid cost exposure from
dementia, however. While they are beginning to
encourage better assessment and care for individuals
with evidence of cognitive decline, not enough is
being done to urge healthcare providers to evaluate
and address dementia risk in healthy patients, before
symptoms appear.
Federal and state governments face two types of
cost exposure related to the population’s lifetime
dementia risk. The first is greater Medicare per capita
spending on healthcare for people with dementia.
Analysis of Medicare survey data shows that fee-forservice beneficiaries with cognitive impairment receive
inpatient hospital care at a rate (70 hospitalizations
per 100 beneficiaries) that is more than three times
as high as those without cognitive impairment (22
hospitalizations per 100 beneficiaries). 42

The second government risk is greater Medicaid
spending on long-term care. In the absence of
widespread long-term care insurance coverage,
Medicaid pays a significant portion of the nation’s
long-term care bill, second only to individual out-ofpocket spending. Individuals with dementia often
need many years of high-level care and supervision,
often resulting in facility-based care such as an
assisted living facility at $48,000 per year, or a nursing
home at $89,000 per year.43
Federal and state governments have a strong interest
in reducing population dementia risk through
prevention and early detection, and should use their
purchasing power with healthcare providers and
payers to align business incentives explicitly with this
goal, particularly given that these entities are rarely
at risk for dementia costs over a lifetime.

High Potential Action Steps
1. Enlist Cities and States as Partners in
Promoting Prevention and Early Detection.
Cities and states have many incentives and
opportunities to influence lifetime brain
health in their populations. Enhancing
community-based resources, along with
investments in education, prevention, and
detection initiatives, are all within their
purview and have the potential to promote
prevention and reduce dementia risk. States
are footing the bill for Medicaid spending
on long-term care, providing an incentive
to reduce costs. This would entail exploring
opportunities to advance Medicaid reforms
that promote prevention and early detection
in managed care and provider activities.
Efforts could include finding mayors and
governors willing to champion the issue and
supporting development of local strategies,
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policies, and legislation. Early adopter
work could set the stage for dissemination
of model legislation, best practices, and
learnings among peers.
2. Develop a National Medicare Dementia
Prevention and Detection Strategy.
In coordination with the work of the
U.S. Department of Health and Human
Services (HHS) to create a National
Plan to Address Alzheimer’s Disease,44
CMS should develop a strategy that
would specifically encourage providers
and payers to proactively address
brain health among non-symptomatic,
healthy older adults and to strengthen
early detection and interventions that
delay disease progression. Strategies
could include a review payment systems
and a solicitation of ideas through the
regulatory process. For example, there
may be opportunities to improve patient
assessment tools in the Skilled Nursing
Facility (SNF) payment system that deserve
review and comment. Strategies also
could include demonstration programs,
measure development, risk-adjustment
methodology changes, further benefit
flexibility, bonus payments for individual
enrollee retention, and lifetime risk
reduction activities. Strengthening
existing programs and policies, such as
administration of the cognitive impairment
assessment in the Annual Wellness Visit, is
another important strategy.

and the opportunity to link dementia risk to
other key population health initiatives such
as social isolation and social determinants
of health. This case should be developed
in collaboration with payers and providers,
including especially insurers whose products
work with insurers whose products cross-cut
employer-sponsored insurance, Medicaid,
and Medicare and who may keep insureds
for life (e.g., Kaiser).

3. Develop the Business Case for Payers
and Health Systems. A compelling
business case for risk reduction and
early detection under current payment
incentives and quality measurement is
needed. It should include a focus on
developing long term enrollee retention
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Advancing These Opportunities in Practice
The Brain Health Partnership will advance these ideas
through the following strategies:
1.

Deeper dive white papers informed by expert
working groups to explore high-potential action
solutions and to issue specific recommendations
for stakeholder groups.

2.

Federal and state policy solutions that implement
and incentivize the existing evidence-based
practices, including risk reduction strategies,
early detection, and compassionate care.

3.

Identification and assessment of available
technology tools for consumers and providers
to create a better brain health baseline, early
detection, and patient-physician support resources.

4.

Funding support and creative partnerships to
advance a large-scale, effective, and culturally
tailored consumer education campaign.

We will accelerate progress with a diverse set of
partners and unique collaborations. We have started
through this Call to Action, by identifying what the
system should look like and the key opportunities for
action today. The next step is to identify the vehicle for
action, and then work with experts and leaders in each
area to guide process, planning, and implementation.
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Conclusion
The U.S. healthcare system faces significant
challenges in delivering preventive care with a
complex, multiple-cause disease like Alzheimer’s,
which currently has no cure. Some challenges may
resolve when there is a scientific breakthrough
in finding a disease-modifying treatment, when
biomarkers are improved and validated, and when
artificial intelligence is commonly used to find
patterns and detect disease in its earliest stages. As
research and solutions advance, policy considerations
and coverage determinations will be another step to
bring solutions to market and to providers.
This Call to Action emphasizes risk reduction and
early detection. But we recognize the importance of
creating strong care models and integrated systems
of care to which physicians can confidently refer,
along with accessibility to communities that need
them the most. Legislation such as The CHANGE
Act goes a long way toward creating a healthcare
delivery system that meets the needs of individuals
and families dealing with dementia. We recognize
the urgency of creating a long-term care financing
system that protects Americans against the enormous
financial risk of Alzheimer’s and dementia.

In the meantime, we must prepare providers and
patients to manage brain health in the context of
overall health and wellness. A healthcare system with
the infrastructure for assessing and communicating
about brain health will be primed to quickly
incorporate the emergent science and key solutions.
This paper articulates the Brain Health Partnership’s
vision for an optimal system of care in which
healthcare providers help patients build brain health
across the lifespan, detect cognitive decline in its
earliest stage, and deliver interventions to drive
better outcomes. Creating a healthcare system that
promotes and actively manages brain health requires
action by all participants in the system: patients,
providers, and payers. The Brain Health Partnership
prioritizes immediate action areas that establish the
foundation for an optimal care system.
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APPENDIX

Existing Evidence and Ongoing Efforts to
Build an Improved System of Care
There are many elements of a system of care that
enable it to activate the latest evidence and promote
wellness across the lifespan: provider education,
clinical guidelines, and quality measures on prevention
and provider incentives and reimbursement. Advances
in technology, data collection, and data analysis will
enable passive data collection, aggregation, and
analyses that advance assessment, early detection,
and personalized interventions.

A tremendous amount of work is under way to build
the evidence base, technology, interventions, and
care models for an improved system of care. Table
1 includes a list of evidence, initiatives, and efforts
discussed and considered in this project. Table 1 is
not an exhaustive list, but it gives an indication of the
many ongoing efforts and initiatives in progress.

TABLE 1. Evidence, Initiatives, and Ongoing Efforts Considered in Prioritizing Brain Health Partnership Focus Areas

Brain Health and Dementia Risk Reduction
Hodes, Oakley, O’Keefe, et l’s Alzheimer’s “Prevention” vs. “Risk Reduction”: Transcending Semantics for Clinical Practice
AARP’s Global Council on Brain Health45
Agency for Healthcare Research and Quality’ 2010 and 2017 Systematic Reviews and Recommendations on
Cognitive Decline46
Alzheimer’s Foundation of America National Memory Screening Sites47
American Heart Association and American Stroke Association Presidential Advisory: Defining Optimal Brain Health in Adults48
Isaacson, Ganzer, Hristov, et al’s The clinical practice of risk reduction for Alzheimer’s disease: A precision medicine approach
Dana Foundation’s educational materials and efforts to engage kids in brain awareness49
Gelber, Launer, and White’s The Honolulu-Asia Aging Study: Epidemiologic and Neuropathologic Research on
Cognitive Impairment50
Gorelick et al.’s Vascular Cognitive Impairment and Dementia51
Institute of Medicine’s Cognitive Aging: Progress in Understanding and Opportunities for Action 2015 report52
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